8/20/2017 E-Verify: Print Case Detalls - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 201724114271 7QX
Report Prepared; 08/29/2017

Company Information

Company ID: 47428 Company Name: Empioyer Solutions Staffing Group
Employes Information

Last Name: hart First Name: rayvon

Date of Birth: 03/13/1987 Soclal Security Number: *** * 1062

Hire Date: 08/28/2017 Citizenship Status: A citizen of the United States
Document Information

List B Document: Driver's llcanss or ID card issued byaU.S.stateor  List C Document: Social Security Card
outlying possession

Document Name: ID card Document State: Minnesota
Driver's License or ID Card Number: Document Expiration Date: 03/13/2021

Case Status information

Current Case Result: Employment Authorized Employer Case ID:
Case Submitted On: 08/29/2017 Case Submiited By: SGLA8832

SENSITIVE BUT UNCLASSIFIED
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CORPORATE MANAGEMENT GROUP grmmg
Employment Application

Office Hours: Sam-~8pm Mon-Fri

Office Number: 651-666-3883

Office Address: 404 Broadway Ave St. Paul Park, MN 55071

Avtar .mkﬁxemnm&emm&:&mﬁgcmn

Apphcant Infarmation

Shift Available towork: ¥/ 127 __ 3¢ Employment desired Full-'l“lme_Part-Tlme

What is your means of transportation J l/é/
Are you authorized to work in the US? V' Yes

How did you hear about us? Cﬂf (224 b&'[ Qéi/ Referral Name:
If under 18, please list age:

Type of School Name of School | Location (Complete { Number of Years Major & Degree
Mailing Address) Completed

High School | ik (onter %&zﬂ%ﬁy 7 LED
College ”m{‘ﬂlw{ / &Mﬁ&‘ﬁbﬂi

Bus. Or Trade School

Professional School
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Form W-4 (2017) G = omoroavos  tommyieoms Tetas sy

Basio instrustions. If you aren't exsmpt, complete gonslder making estimated tax payments using Form
Purpose. Complete Form W-4 8o that your the Persanal Allowanbes Worksheet paiow. e i ',’,:,*&',‘;dn?h{'ng'& el
employer can withhold the correct faderal income workshests on page 2 further adjust your gm:ﬂ;’{m"éﬁ' oPub. 805 oﬂnd pae? s 2,""' d
tax from your pay. Conslder complating a new Form withholding aflowances based on ftemized st voLr Wit ot Form Wea or Wb, o
W-4 each year and when your personal or financial deductions, certaln crediis, adjustments to Income, adjust your withholding on Form W-4 o .
situation d‘:::rgas. or twa-samers/multiple jobs ons. ‘Mgdearnara or multiple jobs. If ﬁog. hﬂava ath
Exemption from withholding. If you are exem Complets all worksheets that . However, you yoris na spouse or more than one job, figure the
complets only lines 1, 2, 8, 4, and 7 and sign thp;' may clalpm fawer (or 2ero) allowa:g&.y For mgularyo tm‘a'"""bs ﬁ"sf'f a""‘”ﬂg'hf:tsyggm " edg:nlalm
form to validats it. Your exemption for 2017 expires wages, withhoiding mual be based on allowancas w by %wwlt;: J’;ng usuallyw??lg';%wmumta
= ".;Ig.ssql]& 8es Pub. 505, Tax Withholding ');nu clalm%d o?nvgaz‘;y. not be a flat amount or when all allowances gre cial on the Form W4

Nonresident allen, If you are a nonresident alien, see

ota:- i another personcanclalimyou ss g depadan Head of hok anerally, you can claim head
on his or har tax retum, you can't cialm axemption of housshold Maonyou‘;oiaxmnol}zﬂ
mwﬂhholdlng Hmmommmamﬁ.oso you are unmarried and pay more than §0% of the

Notioe 1382, lemiental Form W-4 Instructions fo
e:ar:aﬁl:.cllas mmaam:| e 318) uneamed income (for g:u;ﬂ %f ks:;nlgrg um; home fo; ylgmumlf and ggeur N nn‘:sl dert NSI‘{.I:& BI’,“ i conr;;lsﬁng il ml:ns r
An empl may be abls to claim Pug. 601, pﬂmsfnfnrmaﬂ bmndard Deduction, and Check your withhelding. After your Form W-4 takes
examption from wlmholg*uageevan if the employes la Fliing on, on. effect, use Pub. 505 to see how the amount you are
a dependent, if the employee: Tax credits, You can take projected tax credits Into withheld T Banen.to oty gmlemdww‘
account In figuring your allowable number of for 2017, See Pub, 505, aspsclal(l)y your earnings
* I8 age 85 or older, withholding allowances. Credits for child or dependent ~ &%ceed $120,000 (Singie) or §180,000 (Marriec)),
» Js blind, or care expenses and the ohlld tax credit may be claimed Future developments. Information about any future
» Wil claim adjustments to income; tax credits; or 32’3%3.',’ m?%"m%ﬁgmﬂ hﬂ%, ﬁﬁmmMr?mme(%age posted
Remized deductions, on his or her tax retum. credits into withholding allowancss, e at www.lrs.gov/w4.
Personal Allowances Worksheet (Keep for your records.)
A Enter“1"forynumell‘ifnooneelsecanclalmyouasadependent. © o o 0 0 a0 a0 © 0 0600 o0 o0 o L
® You're single and have only one job; or
B  Enter *1"if: * You're married, have only one job, and your spouse doesn't work; or B
* Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less,
C  Enter "1 for your spouse. But, you may choose to enter *-0-" If you are married and have either a working spouse or more
than one job. (Entering “-0-* may help you avold having too little tax withheld.) . © 00 0 5 0600 00 o (B
D  Enter number of dependents (other than your spouse or yourself) you willclaimonyourtaxretum. . . . . . . . D
E  Enter *1” if you will file as head of household on your tax return (see conditions under Head of household above) . . E
F  Enter “1” if you have at least $2,000 of child or dependent care expenses forwhichyouplantoclaimacredit . . , F

(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (inciuding additional chiid tax credit). Ses Pub. 972, Child Tax Credit, for more Information.

s |f your total income will be less than $70,000 ($100,000 if married), enter “2" for each eligible child; then less *1” if you

have two to four eligible children or less “2" if you have five or more eligible children.

® if your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligiblechlid. G
H  Addlines A through G and enter total here. (Note: This may be different from the number of exsmptions you olaim on your tax retum.) » H

= If you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
For acouracy, | and Adjustments Worksheet on page 2,
complete all ® If you are single and have more than one job or are married and you and your spouse hoth work and the combined

worksheets eamln?a from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld.

e If neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 below.

|

Separate here and give Form W-4 to your employer. Keep the top part for your records.

Iy w_4 Employee’s Withholding Allowance Certificate OMB No. 1646-0074
m

Treasury P Whether ntitled to clalm a certaln number of allowan from withholding Is
m&“&fﬂ aSQMm subjectto g:l:\:le bey ﬂl:ll-'ls. 3our e‘:nployar :luay h:rnqulred m?n:l'm:'yp:::ﬂs f':n'n to t:e Irl:lgs 2 @ 1 7

ﬂme and middie 1 L%ar_/_ i{ %:%n:‘%zug/

" Hojne “"W (number and z Single [ Married [J Manied, but withhold at higher Single rats.
g - 0 Yias-E£0 e& Note; If married, but legally ssparated, or spouss 18 a nonresidsnt alien, chack the “Single” bax.
Pepde 4 Myour last name differs from that shown on your soolal security card,
'r f // 4‘ 5{/3 check here. You must call 1-800-772-1213 for a replacement card. P> O
5  Total nurber of Allowances you are claiming (from line H above or from the applicable workshest on page 2) 5
6  Additiofial amount, if any, you want withheld fromeachpaycheck . . . . . . . . . . . . . . [&ls
7  |claim exemption from withholding for 2017, and | certify that | meet hoth of the following conditions for exemption.
* Last year | had a right to a refund of all federal income tax withheld because | had no tax llability, and
® This year | expect a refund of all federal Income tax withheld because | expect to have no tax llabllity.
If you mest both conditions, write “Exegapt” here . o .0
Under penalties of perjury, | declare that | have

ined this certificate/and to the best of my knowledge an rrect, and complete,
ik / ﬁ?L veo» )$7/7.9 /147

5 lines 8 and )6 only if sending to the IRS.) | @ Office code (optional) | 10 Employ7ﬂdamﬂcq§on number (EIN)

Employee's signature
(This form s not valld unless you sign it) »
8 Employer's name and address (Employer: !

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:"fsﬁzw
U.S. Citizenship and Immigration Services Expires 08/31/2019

»START HERE: Read instructions carefully before completing this form. The instructions must be avallabls, either in paper or electronically,
during completion of this form. Employers are llable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is legal to discriminate agalnst work-authorized individuals. Employers CANNOT specify which
document(s) an employes may present to establish employment authorization and identity. The refusal to hi
documentation presented has a future expiration date may also constitute llegal discrimination.

[Ségtlon 1, Employee Infarmatlon and AHeatabon (Enpoyess sl aampiote arrd sign Seolion 1 af Form (-9 o tater
{fan the first day of employment but nat bafars aecepting a joh offer ) .

La e (Family Name) Fi ame (Given Name) Middlg Initial Other Laét Names U;ed (ifany)
a1 Ver » i
dress (Street Number gnd ) Numbgr | City ZIP Code
G0 WY Subgent 55 |"Phmnats, [l (222
Date of Birth (mm/ddAyyyy) | U.S. Social Number Employee'’s E-mail Address Employee's Telephone Number
otics |G i e tiomhrt i con H 1D 515

1 ani aware that federal law provides for iInprisonment and/or fines for false ments or use of false documents In
conngction with the completion of this form.

| t, under penalty of perjury, that | am (check one of the following boxes):

[i7] 1. A citizen of the United States

[_] 2. Anoncitizen national of the United States (Ses instructions)

D 3. Alawful permanent resident  (Allen Reglstration Number/USCIS Number):

|:| 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some allens may write "N/A" In the expliration date field. {See instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: mﬁzm}f}'ﬂ:&m
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number,

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:
OR
3. Forelgn Passport Number:

Country of Issuance:

T te
e BRIETTER
e Ferfifioal ﬂ!\ {check oneji i R
m 1 e it uge 4 proparés or trey G A phaphrir(s) ﬁmf)ﬂl‘ @MM(Q) agsidted the amgiinyer in damplgting Spufidn 1.
(Fials belgw must be oumpleted and sigried whin prepaters ahd/t thenslatirs asist an W:lb yee ih gamgieting Seution 1)

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Caode

@ Enq:loyei _Cbn@tél?s Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS
ent of Form 1-9
Departm l!nmeland Security OMB No, 16150047
|
ListA ui‘l'ﬂjﬂblﬁ XY
_tentity and Employment Authortzation Identhy : ___ Employment Authortzation
Document Title | DW? W i
ing Authority | Iagulng : Issuing.
= b _ ol Al S2A

Document Num| i Numbe: ’ Document Number

BEs i RSINTRO\Y - 18— 0l

Expiration Date (if any)(mm/ddyyyy) F Expiration Date (i any)(mm/dd/yyyy) Expiration Date (i any)(mm/dd/yyyy)

. H _O3-13-203 ] :
Tesuing Aoty 4 [Additional Information L LI
Expiraion Date {7 (¥ any){mm/iddiyyyy) k
tr

Document Title

mmm

“Document Number
(Expiration Date (¥ am(mmiddyy) |

Coertification: | attest, under penaity of perjury, that (1) | have examined the
(2) the above-listed decument{s) appsar to be genulne and to relate to the
employae Is authorized to work in the United States.

document(s) présented by the above-named employee,
employse named, and (3) to the best of my knowledge the

Q‘n’:o empléyes's first day of smployment (mmvddiyyyy): (R — 211~ 20L") (See instructions for exemptions)
Signature of Employe -',.- zed Representative Today's Date (mm/ddyyyy) Title of Employer or Authorized Representative
0% D Q- 2017 |Recruiter
Nama of Employer or Authorized Representative | Employer’s Business or Organization Name
Glasby helby Employer Solution Staffing Gro
Employer'storOmarﬂzaﬂmWNmmam Name) | City or Town State | ZIP Code
7480 Flying Cloud Drive S 0 Eden Prairie MN 55344 .
| e % WY ¢ — . et % -

oo i

-fl" ]

A: N Nomes (F apnliogBlons 0 T

5 2 v

B Dalw ol Raling (rapiioabiol- . . |
A3 rm’ismhu:ﬂt SHPRR e ]

Document Title

G RN Snyiiens provious oo o srs e B R R ok aiiet B R
i Soole pravicus gramt ¢ f«v.f.w:?‘am’ ; ' % "ob
o bhedmh o b ke le&ﬁ}-hdﬂixlb' PRIV S B e BN K 4 4

| attest, under penalty of perjury,
the empioyee pressnted doc!

that to the best of my knowledgs, this employee Is authorized to work In the United States, and if
ument(s), the document(s) | have examinsd appear to be genuine and to relats to the individual.

Signature of Employer or Authorized Representativa

Today's Date (mm/dd/yyyy) Name of Employer orAumgrlzed Representative

Form I-9 0717/17 N

Page 2 of 3
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EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Employee Name:

adaress: __(PTIOJ b) 0
tome phone: __ (b 2.- J40-BAYF

EMRROENCY CONTAGTS | J i
Pleaaa st t\yn paqpla (ln pi‘lorlﬁu order) who pould b eantacted in case m’ an emarfency

Contact #1 Home Phone: %/ v 285«%9— )
>L Name: ﬁ””gl’ Q Pa rk@r Cell Phone:

Relationship: 6-] ( / G e (l Work Phone:

Contact #2 Home Phone: / 705 . Z?/ ?—% 3
Name: pM e-n %bf{ 5@ ” Cell Phone:

Relationship: ﬁg{?r Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

This information will remain confidential and will only be used in the case of an emergency.



~ employer solutions staffing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by paper Check.
FEl @RV e s

1 > SIN7# (last 4 ('ln. il";nl /e _. iy o
1] (0L, "/ 0/ ]]
g Ry 2 [BA L B B T N

V| Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Depasit accounts may take up to 7 days to be activated
| | Payroll Debit Card (Please complete Sections4 and 5 below) | | Paper Check (Please complete Section 5 below)
Sl el [ e NS DI IEREREO S T

{1 Update Bank Account 1 understand and acknowledge that if I do not provide a
Bank Name: voided check with this direct deposit form, I am
m @ﬁ BM t responsible for any delays in payroll or extra costs
! RD : . o Py
uting 0‘%9 29 / Sf / incurred if the account number that I provide is incorrect.
| ; 7, : :
Ascounti C()D _J-‘._’ / Initial Date 0 7 / i

Account Type: [ Checking [ Savings [JOther

e To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
= Ifyon change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SEETION I PANY ROFT BEBEE GANREY el B N G ASTHEENRD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions, You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
Wages. :

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issned)

First Name MlI LastName Date of Birth
Street Address 0 Box NOT ACCEPTARLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

Thave received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made availsble to me from time to time from the financial institution. I
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fes schedule that is part of the program terms,
conditions, and disclosures,

o DETA

Reriodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in errar to my account(s). * E-mail is regnired for pay stub information.

*E-mail: rﬂ)vam hﬁ( -f- 2 @ a m ‘?J / : CD{Y] _
this informati oily be used to -sjad your paystubs electronically
7 ﬂ’%v
7

vu 05721 /17

Employee's Signature:

v




Enroll in FREE? Direct Deposit Today

Have $500 or more direct-deposited to your ACE Elite Prepaid card during just one calendar month and you’re
automatically eligible for

» o X X
" 510

Unlimited Purchase Transactions Get pald up to 2 days faster3

eyl We'll spot you up to $10-with no added fee?
r mon

1There Is no fee for direct deposit; however, transaction fees and other costs, terms and conditions are associated with the use of this card. Use of this card subject to
funds avallability. See the Cardholder Agreement (“Agreement”) for details,

2The monthly cost for the FeeAdvantage Plan does not include ATM fees or any other fees described In the Agreement. Enroliment in this plan is optional; if you
prefer, you may instead pay Individual purchase transaction fees.

3Faster access to funds Is based on comparison of traditional banking policies versus electronic direct deposit,

4This benefit is not an extenslon of credit; it is a non-contractual courtesy. Approved purchase transactions may create up to $10 negative balance on the card.
Cardholder is responsible for repayment of any negative balances, See Agreement for detalls.

NetSpend® ACE Efite Prepaid Cards are issued by MetaBank™, Member FDIC, NetSpend is an authorized independent Sales Organization of MetaBank.

©2011 NetSpend Corporation

% % % % %

To Enroli in Direct Deposit: :

If your employer or payor has its own direct deposit enroliment form, complete your employer’s form and provide the bottom
portion of this page in place of a voided check.

If your employer or payor does NOT have Its own direct deposit enroliment form, read and complete the form below. Be sure to
specify the “Effective” date, specify the “Amount”, sign and date, then provide the completed form to your employer.

I wish to have all or part of my paycheck directly deposited to the account identified below. | authorize you (my employer or payor)
to initiate electronic entrles and if necessary, debit entries and adjustments for any credit entries made in error to my account each
pay period. This authority will remain in effect until | notify my payor in writing or as otherwise specified by my payor.

Signature: Date:
Employee information: Deposit Information:
RAYVAN HART JR Effective: OI As soon as possible (allow at least 2 pay periods)
1623 CHARLES AVE 7 O Beginning on:
ST PAUL, MN 55104 Amount: [ Entire paycheck
O___ 9% of my paycheck
Bank Information:

03 Set amount:
Account Type: M Checking £

% cut here if submitting with employer form and attach)

RAYVAN HART JR
1623 CHARLES AVE 7
ST PAUL, MN 55104 Date: “VOID™VOID™VOID"

Pay to the order of: ZVOID" "VOID" "VOID" *VOID" “VOID" “VOID"  $”VOID” “VOID”

e dollars
550mBEadEndam “VOID" *VOID" *VOID" *VOID" *VOID" “VOID" “VOID” “VOID"
Sioux Falis, SD 57108 VOID” "VOID" “VOID" “*VOID"
Woa do not accept deposits via wire transfers, We do not
This is not a check. ?hw:ptnm::ge checks, gny %m a:ms sert i worto
= e bal ratumed or yed. Direct deposits mu:
073972181 70003517516361 e e a2 e ehe o
Routing Number Account Number empioyer of another member of your househoid, you must

add a card to this account in the name of that housshoid
member.




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to

share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records Is attached. By signing below, you acknowledge receipt of these documents.

Printed name: Vom
st Middle (O

none)

Personal Information: Please print the information requested be-llz&to id?ntw yourself for BGC.
last

Other names used:
Current county of residence:

Current and former addresses:

from Mo/Yr to Mo/Yr Street { , State & Zip
/200y psfatb  f Chukes e ], (1, 5510/
frbm Mo/Yr to ifo/Yr Street /City, State & Zip

[0’[ // fz0(5  [fP5F Tlowsgs/Te . Y,
fro, laeer 'ggo/?ro Street 5"1&1 ,Stg eﬁﬁﬂl/

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

6.3/13 ]5F 2D -1~ F—

Datd of bift Spclal security number
HE2803/9201 8 ol Vor_Larmyrf- tartJr
Driver’s license number & state 'Naryas it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request

a copy of the report by checking this box: [1.
z%%/ﬂé Iz




Preliminary Questions
For CMG use only

vane Lo, Pt

Date: J 0’5/ 74 I F?'

1. If hired arelyou M’lilling to take a drug test? %
2. Do you have any known food allergies to soy, wheat, peanuts, or milk? ﬂ_D__
3. Areyou able to work with pork?{{ &

*To be completed during or after interview* /

Have you ever been convicted, plead guilty or cantest to a Felony? Yes No !t
If yes, please list when, where and the nature of the offense(s):

Have you ever been 'convlcted, plead guilty or contest to a Misdemeanor? Yes _No

If yes, please list when, where and the nature of the offense(s):

You will not be denied employment solely because you answer “Yes” above or because you have been convicted of a
crime, felony or misdemeanar. The company considers many individualized factors in evaluating a job candidate,
including but nat limited to, with respect to criminal history, the nature and date of any offense, the surrounding
circumstances, and the nature of the position for which you apply.

By signature below, | certify that the information provided above is true and completé that I have discussed the
above with my interviewer as dfscloskd. | understand gnd ggree that any misrepresentation by me will be sufficient

enffand/or terminate employment at any time if | have been
\;mplayed.
pplicant signature: __

Date: Dg/zqﬁ ?‘
e




— — ———

- employer solutions staffing group.

Leveraging Resources in a Changing Market

, 2011 between

hereafter referred to as “employee”

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the busine the employer.

In view of the difficulty of determmlng the amqlnt of damag which may

employee agrees to pay.to the employer the sum\ of $10,000 as lqwdated
damages for every such violation; provided, however, the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.




employer solutions staffing group

Leveraging Resources ir @ Changing Market

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Important/importante

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), ustgd-debenotificar a su reclutador de personal que el cheque no
se puede encontyar. Si se ptiede verificar que el cheque no ha sido cobrado,
ESSG se detenqra el cheque\de pago y reemitir el cheque a usted, descontando
un cargo de entrg $ 25 - $ 35,

Si su cheque de pageJfug.rébado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

GREED/SE ACUERDA— F—
Name/Nombre (con letra de molde): aM VWY\ E ém

Signature/Firma: /.

L]




- 8850 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
M‘lﬂll ﬁ'i.‘}&',’,‘.?"slm Y » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

Joh applicant: Fill in the ljnes below and check any boxes that apply. Complete only this side.

[ s

. Y 4
Your name ¥ LU U Y Social security number ,_L‘ f) A-’_/"
L [ 7 4 4.5 / . ' Y 4
street agoress Nere vo lye / ..‘; ‘ 7 | WArE i} & 32 £2 'Ilg._ﬁ » ‘—m
SUest-acdress - Where - = T 7 1S A — '

City or town, gtate, and ZIP code ‘,"l MINGT ] ” I' () %V§8
County 77+ ””M/n Telephone number b/ } 440 ng

I you are under age 4{(, enter your date of birth (month, day, year) @/ﬂ&

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 [ Check here if any of the following statements apply to you.
* | am a member of a family that has received assistance from Temporary Asslstance for Needy Families (TANF) for any 9
months during the past 18 months.
* iam a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

* | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

® lam at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligibie to receive them.

* During the past year, | was convicted of a felony or released from prison for a felony.

= | received supplemental security income (SSI) benefits for any month ending during the past 60 days.

* | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

3 [ Check here if you are a veteran and you were unempioyed for a period or periods totaling at least 8 months during the past
year,

4 [J Check here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

5§ [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were unempioyed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being eilgible for TANF payments during the past 2 years because federal or state law fimited the maximum time
those payments couid be made.

7 [0 Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the employer on or bafore the day | was offered a job, and it is, to the best of my knowledge, true,
correct, and complets. X ’

Qﬂ\(applint’s signature> (| SAH 225 / /7& Date ()5/4’2‘? //?

{ For Privacy Act and Paperwork R'edmﬁ: Act Notice, 575 page 2. Cat. No. 22851L Formf 8850 ;49\7. 3-2016)




-

. Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
ployee Name: dress: %’ B 7 Zips |,
! /t'n; | 53955
Sitz J v Date of Birth: Age: Have you wirked §6r | If yes, locatigy:
- _ this company befre?
320 FE-1%2 |02 112 | [IET (20 | “aemmpds
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) ] |
at any time since August 5, 19972 (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State;
2. Have you or has anyone living with youn received Food Stamps {SNAP) at any time during the past 15 months? I:I D
(If yes, please provide information balow.)
Name of the person receiving benefits: Relationship to you:
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? l:l |:|

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? ] O
If yes, please indicate which type of agency you worked with and provide their location information below:

I:I Vocational Rehabilitation Agency D Dept. of Veterans Affhirs D Employment Netwark (Ticket to Work Program)

Name of Agency: Phone #:
City: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.
S. Areyon a Veteran of the U.S. Military? *Ifyes, please provide a copy aof your DD-214 and letter of separation. D |:|
(If yes, please provide information below. If no, please continue to question #6.)
Dates of Service - From: / / To: / /
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disability? D D
6. Have you been unemployed at any time during the last 12 months? O O
If yes, dates of unemployment - From; / / To: / /
Did you receive unemployment compensation at any point during yonr unemployment? D I:I
If yes, dates received unemployment compensation - From; / / To: / /
7. 'Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months? D D
Conviction Date: / / Release Date: / /
Was thisa [_] Federal or [ ] State conviction? If State - County: State:
Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? D D

*If you checked yes please provide a copy of your CDIB card,

CA Residents: D Are you the child of foster parents? I:I Do you receive CalWorks? D Workforce Investment Act?
D Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?

SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE;
Under penalties of perjury, I declare the inft
individuals to supply such verification or
Consultants, Inc. dba Retrotax), or the

n above 1o be true and gecurate 1o the best of my knowledge, and 1 hereby authorize any agency, organization, or
on that may be neede rmine tax credit eligibility to my employer, employer representative (Associated
4L

Wiz 1

77 /

Ney Employee Signature:




Quahﬁed Long-Term Unemployment Recipient

AD orm Creening cation Request for the Work Opportunity Tax Credit

Client: | Company:
Employer Solutions Group

=

Location: Empl Name: . /'{@ﬁ.“
H

EMPLOYEE:

o 3E)-F65 067
.4"

Please check the statement(s) that apply to you and sign where indicated below.

[1  Ihave been unemployed at any time during the last 12 months,

If applicable, dates of unemployment - From:

To:
From: / / To: / /
From: / / To: / /

[J  Ireceived unemployment compensation during my unemployment.

If applicable, dates you received compensation -~ From;

To:

To;

From: / /
From: / /

S

To:

Please read, sign, and date:

Under penalties of perjury, I declare that this information is true and correct to the best of my knowledge.

P Y rs 2

Employee Signature: A/:f/

/

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

317-925-0553
wotc@retrotax-aci.com

www.retrotax-aci.com

s/
/ /



i

employer solutions staffing group..

Notification of Minnesota Law Reguirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268. 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable Job assignment, (2) refuses
without good cause an additional suitable Jjob assignment offered, or (3)

accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

Em Signatupé: ,fe%?/ {?
B, ort |

Employep (please print your name here)

MR AL Da.. AR AR4n



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
2, I have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory's
disclosure to ESSG of the resuits of my drug and/or alcohol test and other information
related to the test.

Naqyan z%ﬂL
/  Individyal's Name
(" Dﬂa:’%/73 //"7"'

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



o+ S¢Sl employer solutions staffing group,
o o g'iw Lé»-erEging);esomtes in a Changing Marketggr P m
' Enhanced MEC Plan_Plan

Banefits Enroliment Form

Employealnionn:

DNBWEI‘H :

i

)First and Last)

ESNG

Wty Peeprber S w e 0e e

1

€58)

Benefit Plan Admlntm'q" k

; Socll Security Number Bl -
Non Hirt- 320-78 (o2 |
D i : = I._
D femn| D D ;g‘;%?z%/m% gy“z’%_/g
7:2'/?7'540 SAZ [aVamba ({-cony
Please Select Desirad Coverage: -
E' Employee Only - Employee+Spouse - Employee-l-cmld(rnn) - Family -
 $24.00/Weak $38.00/Week $36.00Meek §§_3.0p(_\_ﬂqek

ST

Rt B e BT A BT

—

AN 00 TN L S o g 47
Socia) Secuity 8

AR TN

Crthier o oy

NAME OF PE;

LR T OTTn A 0 Dt Mgy

AT

80! cW!l!n(l’lllT,l-M‘l)s

: Relationship
Malo
g Female DSponuu Doll?lut?cmml'muar

MUST SIGN HERE
Emplayss Signature ‘ Data
EMPLOYEES DEGLINING § | am DECLINING coverage
lundonhndhdlmﬂwuudmndmh.lf ) walve mwmnumhmmmmmm ba considered a lste nroiles and
mmmmmmmmcmmuw lurmmm-mdwwlhnmp lfldoeununmlltmnmrmyuuomyu:mnb
{including my spouss) becauss ofoﬂmmngo.lmny, In future be able to anrolf myssif or my depend Inthis plan, mdodlnqum-nmlhnntwnnm 31
days after the other ends, In addition, if a md-mdommnhnlhlp farms as & result of mayri bisth, adaption, Mmfw-domn of parting sult
of adoption, | may be ahile to onnllmyul!wmydonmm. provided | request enrolimant within 39 days of the svent.
IF DECLININ OU MUST SIGN HERE -
Employse Signature Date Dg/a/,! -?
Iy Solutions Staffing Group Health Benefits Team / F4
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone; 952-787-8519 Fax: 862-787-8515

Email; Heallh@employmoluﬂonagroup.com



- -~ d ~vew Ml -Il“l;l:l‘ﬂ_l ARAA &
“2 V8. . 2193018561 Jomce veronay LOCATION RehireDats__/__ , ™"
s .
ESC CUUNAC-MN) p1 v1
A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Bo Filiod ow T
[ / Social Security # Home Fhone

ﬁéWWWW=

Iy

3307 o052

16(2-990:5 77

N Sommna s e 8 vt e

B. DO YOU OR ANY OF
Medicare Health Insurance Claim Number (HICN)
Name of Covered Person (i)

1. 2.

YOUR DERPENDENTS RECEIVE MEDICARE BENEFITS?

DX@Q_N&J{!@L Plesse continue,
Medicare Effective Date

3.

ect a coverage level before any benefits in Section C. Your
Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, an
Insurance Company. The Vision plan is underwritten by

DENTAL

$12.34

- Employee Only D
Employee + 1 D
e .érhélbyée_f Family: _

For Tarm Life / Accidental Death &

Dismemberment, please write in your benefi |
Dismaembermant is part of the Term - -y

Name

B T S

d Short-Term Disability. plans are underwritten by B
y Companion Life Insurance Company.

SHORETERN
DISABILITY :

s4.20 §

VISION TERM LIFE

‘$1.80°

e Clva |

Relationship

D. REQUIRED DEPENDENT

D S

INEFORMATION

R,

T S o e ottt tons o b v o4t o

ate of Birth
!/ /

Social Security # i D
. - / /
! Social Security # 5
. /7
 Social Security # ' Date of Birth
LY

| Soctal Securty # | Data of Birth [,
Date of Birth |

Sex ' Relationship

|1 spouse [ child
Relationship
{[]spouse []chid[Jnomestic Partne
Relationship
[1Spouse [Jchil
| Relationship
[ spouse [Jchild[Jpomestic Partne

[Ipomestic Partne
Sex

&

d [ ]Domestic Partne

Sex
[vi[e]

efit packet and understan
understand that making

Mggﬁih

dits li?r-lrtations. | understand th

alimited time and | no benefit selection is

%yﬁQﬁQ

.| B> SIGNATURE -

YOU MUST SIGN AND DATE, EVEN iF YOU DECLINE COVERAGE

at open enro

ﬁc'.i.f.'.a_t,ier!_.?:zs fe. / .

liment is only available for
ra

This is an Essentlal StaffCARE Enrollment Fon



